The Aeromonas species are Gram-negative bacteria that are commonly found in aquatic environments. Aeromonas hydrophila is the most frequently isolated in humans and has been responsible for a variety of infections: gastrointestinal syndromes, skin and soft tissue infections, sepsis and other less common syndromes. 1 The infections of s.c. tissue as cellulitis and necrotizing fasciitis with or without myonecrosis have been reported more frequently in normal patients as complications of traumatic events or in patients with liver cirrhosis or diabetes, while bacteremia and sepsis are observed in patients with malignancies or otherwise immunocompromised. A high risk of mortality approaching 60-75% is reported in fasciitis and sepsis. 2 Herein, we report a case of a young male undergoing an allogeneic SCT for AML who developed cellulitis caused by A. hydrophila at day 150 after transplant.
In September 2011, a 33-year-old man was diagnosed with AML, molecular studies revealed FLT3-ITD mutation, the cariotype was normal. The patient achieved hematological CR after induction chemotherapy with cytarabine and DNR.
In November 2011, the patient developed a marrow relapse that resulted in resistance to first salvage chemotherapy with fludarabine and cytarabine; thus, a second-line salvage therapy was started with mitoxantrone, etoposide and cytarabine.
On 6 February 2012, while in treatment-induced aplasia after second salvage chemotherapy, the patient underwent allo-PBSCT from HLA-identical sibling (brother). The conditioning regimen consisted of the association of thiotepa, BU and fludarabine given as the myeloablative version (TBF-mac) Short-course MTX and CYA were used for the GVHD prophylaxis. Anti-infective prophylaxis included ciprofloxacin during all the neutropenic phase, acyclovir, fluconazole and co-trimoxazole. The engraftment of neutrophils 4500/mmc and platelets 420 000/mmc occurred at days 17 and 14 from allo-SCT, respectively.
At day 15, intestinal acute GVHD was clinically diagnosed, responding to 2 mg/kg per day prednisone. At day 30, CR was detected but relapse occurred at day 73 with 20% blasts in the marrow. In order to induce a graft versus leukemia reaction, CYA and prednisone were discontinued.
Acute GVHD of the skin and liver, confirmed by biopsy, developed at day 89 and prednisone 2 mg/kg per day was re-started. BM examination showed CR.
At day 150, the patient complained of severe pain and tenderness in the right leg. He referred no specific trauma to this area and no exposure to water. The physical examination revealed diffuse redness of the skin, marked edema and several painful pustular lesions on the right leg. The patient was afebrile, blood cell counts were normal, creatine phosphokinase and myoglobin levels were within the normal range. Pustular exudate cultures were positive for A. hydrophila, repeated blood cultures remained negative. The strain was sensitive to amikacin and third-generation cephalosporins, whereas it was resistant to carbapenems and fluoroquinolones. The patient was given amikacin 1.2 g (20 mg/kg) i.v. daily and surgical drainage was performed twice with abundant pus discharge.
Magnetic resonance (MR) of right leg showed colliquative necrosis of soft tissue without bone lesions; there was a large fluid collection, localized upon and under the superficial fascia and extended along the external side of the leg until the foot, the maximum length was 32 cm (Figure 1a) . Total body-computed tomography scan did not show other infection involvement. Amikacin was continued for 2 weeks and then the patient received cefepime 2 g twice a day, i.v., for other 2 weeks. Vacuumassisted closure (VAC) was also employed in order to accelerate debridement and drainage of lesion. Prednisone and cyclosporin given as GVHD treatment were not discontinued during the treatment.
At day 190 after the transplant, local signs and symptoms completely recovered, the pus cultures tested negative, purulent exudate reduced and disappeared. MR documented a marked reduction of abscess (Figure 1b) .
Unfortunately, a leukemia relapse occurred in the skin and the patient died from bilateral pneumonia at day 230 after the transplant, without recurrence of cellulitis.
Clinical infections due to Aeromonas are quite rare in hematological patients, occurring more frequently in neutropenic phase of leukemia and lymphoma with high mortality rate. 3 Aeromonas infections in allogeneic hematopoietic transplant setting are extremely rare and only two cases were reported.
Moses et al. 4 described a case of a patient who developed myonecrosis and sepsis due to A. hydrophila 5 years after allotransplant for aplastic anemia; this patient died of sepsis-induced multiorgan failure. There was a positive history of exposure to aquatic environments several days before the symptom onset. Martino et al. 5 reported on a patient dead of septic shock due to A. sobria with extensive cellulitis and rhabdomyolysis on day þ 80 from the transplant. This patient, on prednisone and antithymocyte globulin for acute GVHD, was neutropenic following therapy with ganciclovir for CMV reactivation.
Our patient developed a severe cellulitis caused by A. hydrophila on day þ 150 from allo-SCT. The patient was afebrile and not neutropenic, but at very high risk for opportunistic infection being overtreated for his resistant disease and severely immunocompromised because of GVHD and its immunosuppressive therapy. In contrast to previous observations, cellulitis was not associated with bacteremia. 5, 6 Specific bacteria virulence associated with resistance to lytic effect of complement has been reported by some authors in case of bacteriemic infection due to specific Aeromonas species. 7 Therefore, in association with host risk status, other pathogen-related factors could probably be involved in determining the different clinical manifestations and prognosis of this infection.
According to other observations, 2,3 in our case no bacterial portal entry and no evidence of previous trauma were identified.
A higher rate of gastrointestinal colonization by Aeromonas was found in neutropenic cancer patients and this may be the source of infection in some cases, 8 but gastrointestinal symptoms were absent in our patient and stool culture was not performed.
The infection remained into the soft tissue of the upper superficial leg fascia and no bacteremia was detected. An early identification of microorganism and the appropriate therapeutic intervention based on combined antibiotic and VAC treatment has probably accelerated the favorable outcome of this severe soft tissue infection in our patient.
